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Appendix I: Financial Accovntability

[-1: Financial Integrity and Accountability

Finzncial Entegrity. Describe the methods that are employed to ensure the integrity of payments that have been made
for waiver services, including: (a} requirements concerning the independent audit of provider agencies; (b) the financial
andil program that the state condacts to ensure the integrity of provider billings for Medicaid payment of waiver
services, meluding the methods, scope and frequency of audits; and, (¢} the agency {or agencies) responsible for
conducting the financial andit program. State laws, regulations, and policies referenced in the description are available to
CMS upon request through the Medicaid agency or the operating agency {if applicable)}.

The IME Program Integrity (PI) unit conducts avdits on all Medicaid Provider types including HCBS providers. Any
suspected fraud is referred to the Department of Inspection and Appeals Medicaid Fraud and Control Unit (MFCU
The PI Unit vendor is contractually required to review a minimum of 60 cases in each guarter across all provider
types. Reviewed cases include providers who are outliers on multiple parameters of cost, utilization, quality of care,
and/or other metrics. Reviews are also based on referrals and complaints received. Reviews nclude review of claims
data and service documentation to detect such aberrancies as up-coding, unbundling, and billing for services not
rendered. This monitoring may invelve desk reviews or provider op-site reviews. During a desk review the provider is
required fo submit records for review. The PL vendor must initiate appropriaie action to recover IRproper payments oy
the basis of its reviews. They must work with the Core MMIS contractor to accomplish required actions on providers,
mcluding requesis ko recover pavment through the use of credit and adiusument procedures,

The Pl vendor must report findings from all reviews to DHS, including monthly and quarteriy writien reports detailing
mformation on provider review activity, findings and recoveries. Requests for provider records by the PT unit include
Form 476-4479, Documenration Checllist, listing the specific records that must be provided for the audit or review
pursuant fo paragraph 79.3(2)*d” to document the basis for services or activities provided. Reviews are conducied m
accordance with 441 Jowa Admimsmatve Code 79 4 ( btips://www legis.lowa.gov/does/ ACO/chapier/441.79 pdf).

Since fransitioning to a combined 1915(b}/1915(c} model on 4/1/201¢, the vast majority of HCBS claims are paid
through MCOs. The IME Program Integrity untt only reviews claims submitted through the Fee-For-Service (FFS)

System jor members WhG are not enroléd i an MCU. There are & relaiively small namber of HCBY claims 1o the FFS
unjverse, and as such stafistical sampling is unnecessary. It is more efficient and productive for the PI Unit to use more
targeted srategies fo identify providers for review, such as using data analvsis and algorithms 1o 1dentify billing
aberrancies, as well as referrals and complaints that come from various sources. The PI vendor may conduct on-site
reviews, but there is no requirement for a set percentage of reviews 1o be conducted on-site,

Should the State require 2 provider to perform: a self-review, the prescribed methodology for review is determined on a
case-by-case basls, and is generally determined based on the nature and scope of the issue identified. In previous
vears, all HCBS claims were paid through the FFS sysiem; currently the vast majority of HCBS claims are paid by
MCOs. The state compares the results of the MCO program imtegrity efforts to the results achieved in past vears.
However, MCO operations tend to rely more on prior authorization of services and pre-pavment claims editing to
comtrol costs, and as such this fype of comparisen will not be straightforward and may not provide useful information.

When the PI vendar identifies an overpavment for FFS claims, & Preliminary Report of Tentative Overpayment
{PROTO) letier 1s sent 1w the provider. The PROTO letter gives the provider an opportunity 1o ask for a re-evaluation
and they may submit additional documentation at that time. Adfser the re-cvaluation is complete, the provider is sent a
Findimgs and Order for Repavment (FOR) letter wo notify them of any resulting overpayment. Both the PROTO letier
and the FOR Jetter are reviswed and signed off by state PI staff prior to mailing. The FOR letier also includes appaal
rights to mform the provider that they may appeal through the State Fair Flearing process. When overpavments ars
recovered, claims adjustments are performed which automatically results in the FFP bemg returned to CMS.

The OHCDS Medicaid audlt is subject to the same standards and processes as outbned for PES. The state’s coniracted
MCOs are also raspansible Tor safeguarding against, and investigating reports of, suspected fraud apd abuse. MCOs are
required io fully cooperate with the DHS Pl Unit by providing data and ongoing communication and collaboration, Per
42 CFR 438.608 and 42 CFR Part 433, MCOs must have an administrative procedure thar includes a mandatory
comphance plan thar describes i detail the manner in which it will detect frand and abuse. The PI Plan must be
updated anpually and submitred to DHS for review and approval. The MCOs are also required to make referral to IME
and the MFCU for any suspecied fraudulent activity by a provider. Om a monthly basis. the MCO must submit an
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activity report to DHS, which outlines the MCO’s Pl-related activities and findings, progress in meeting goals and
objectives, and recoupment totals. Each MCO is also required to meet in person with the IME PI Unit, the IME
Managed Care Oversight Bureau, and the MFCU on at least a guarteriy basis to coordinate on open cases and review
the MCO*s program integrity efforts. lowa’s MCOs continuously conduct reviews/audits on providers in their
networks. The degree to which these include HCBS providers varies over time depending on tips received and leads
from data analytics.

As part of the 2017 EQR process, a focused study is being conducted regarding Person Centered Care Planning
processes of the MCOs. The EQR vendor will be requesting documentation of person centered care planning (including
whether or not services are being provided on an ongoing basis in the amount authorized in the service plan) for a
sample of MCO members to verify that MCOs are providing services as authorized by the interdisciplinary team. Towa
will use the results of this focused study as a baseline to develop an ongoing review process to ensure MCOs are
complving with the guidelines lowa has provided for statistically significant samples, as well ensure that services are
being provided according to the IDT authorized plan of care.

The state trends data from the MCC program integrity monthly reports to identify trends in number of tips received,
number of audits/investigations opened and closed number of referrals to MFCU, number and amount of overpayments
recovered. The State bas not vet performed any root cause analysis on results of MCO reviews. Because the MCOs
have been operational in lowa for only a relatively short time and PI investigations can be lengthy, there is not vet
enough data available for this tvpe of analvsis.

MCOs must also coordinate all P1 efforts with IME and Tows"s MFCU, MCOs must have in place & method to verify

whether services reimbursed were actually furnished to members as billed by providers. and must comply with 42 CFR

Part 455 by suspending payments to a provider afier DHS deiermines there 15 a credible allegation of fraud for which

an investigation is pending under the Medicaid program against an mdividual/entity unless otherwise directed by DHS

or law enforcement. MCOs shall comply with all requirements for provider disenrollment and termination as required
v 42 CFR §4353,

The Auditor of the State has the responsibility to conduct periodic independent audit of the waiver under the provisions
of the Single Audit Act. All HCBS cost reports will be subject to desk review audit and, if necessary. a field
audit. However. the Waiver does not require the providers io sscure an independsnt audit of their financial statements,
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As a distinet componeni of the Siate s quality improvement strategy, provide informaiion in the following fields tc detail the
Staie 's methods for discovery and remediaiion.

a. Methods for Discovery: Financial Accountability Assurance:
The Staie must demonsirate that it has designed and implemented an adequaie sysiem for ensuring financial
accountability of the waiver program. (For waiver actions submitted before June 1, 2014, this assurance read "State
Financial oversight exists to assure that claims are coded and paid for in accordance with the reimbursemenr
methodology specified in the approved waiver.")
i. Sub-Assurances:

a. Sub-assurance: The State provides evidence thar claims are coded and paid for in accordance with
the reimbursement methodology specified in the approved waiver and only for services rendered.
(Performance measures in this sub-assurance include all Appendix I performance measures for waiver
actions submitied before June 1, 2014.)

Performance Measures

For each performance measure the Siaie will use io assess compiiance with the statuiory assurance (ov
sub-assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the agerecated data that will enable the Siaie
Lo analvze and assess progress loward the performance measure. In this section provide information
on the method by which each source of daia is analvzed siatisticallv/deductively or inducrivelv, how
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themes are identified or conclusions dreawn. and how recommendations are formulated. where

appropTidie.

Performance Measure:
FA-al: The IME will determine the number and pereent of FFS reviewed claims
supported by provider docomentation. Numerator = # of reviewed paid claims

where documents supports the agpits of service; Denominator = # of reviewed paid
claims

Irata Source (Select one):

Financial records (including expendifures)

If 'Other' is selected. specify:

Program Integrity reviews claims and provider decumentation for providers
already under review,

Responsible Party for Freguency of data Sampling Approach
data collection/gencration {check each that applies).
scoliection/generation {check each thai applies):
{check each that applies): |
. State Medicaid T Weelly T 106% Review
Agency
" Operating Agency | 7 Monthly ~ Less than 100%
Review
" Sub-State Entity W Duarierhy " Representaiive
Sample
Confidence
o Cther « Annually _ Siratified
Specify: Drescribe
Conmracted entity , Group:
" Continuously z2nd o Other
Ongoing Specify:
The Program
Integrity Unit
utiiizes an
algorithm that
establishes
providers
exceeding the
norm rate and
unit charged,
These
providers are
reviewed
guarterly.
W Other
Specify:
quarterly across all
walvers, annually
for this waiver
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Data Aggregation and Analysis:

i . .

i Responsibie Party for data Freguency of Gata aggregation and
[agorepation and analvsis (check each | analysis(check eqch thar applies).
that appiiesh:

' State Medicaid Agency T Weekly

. Operating Agency T Monthiy

7 Sub-State Entity « Quarterly

T Other . Anpually
Specify:

7 Continuously and Ongeing

7 Other

Specify:

Performance Measure:

FA-a2: The IME will determine the number of ciean claims that are paid by the
maraged care organizations within the imeframes specified iv the contract.,
Numerator = # of cleap claims that are paid by the mapaged care orgapization
within the timeframes specified iv the contract; Denominator = # of Managed
Care provider claims.

Brata Source (Select onel:

Financial records {imcluding expenditures)

B 'Other' s selected. specify:

Claime Irata Adjudicated claims surnmary, clalms aging summary, and claims
tag repor

| Responsible Party for | Frequency of data Sampling Approach
data collection/seneration (check each that applies):
coliection/generation  (check zach thal applies):
{check each thai applies):
7 State Medicad - Weekly « % Review
Agemey :
" Operating Agepey | T Monthly 7" Less than 100%
Review
" Sub~State Entity o~ Quarterly - Representative
Sample
Confidence
imerval =
Dot Other T Annualiy T Stratified
Specify: Describe
Confracted Entily Group:
ncluding MCO s

;
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" Continuousky and T Other
Ongoing

~ (rther

Speeify

Data Agoregation and Analysis:

Respounsibie Party for data Freguency of data aggoregation and
agorecation and analvsis (check each | anabysisicheck each that appliesi:
that applies):

+ State Medicaid Agency T Weekhy |
Operating Agency T Mouthhy E
- Sub-State Entity ' Cuarierty I
" Other — Annually
Specify

Continucesly and Ongoing

Otner

—h

Specify:

b. Sub-gssurance: The state provides evidence that rates remain consisient with the approved raie
methodology terorghour the five vear waiver cycle.

Performance Measures

For each performance measure the Siaie will use to assess complianee with the siatuiory assurance {or
sub-assurancej, complele the foliowing, Where possible, include mumerator/denominaior,

For each performance measure,_ provide information on the agorecaied daig thar will enable the Staie
to analvze and assess progress toward the performance measure, In this section provide informarion
o the method by which each source of dato ks anaivzed stalisticellvdeduciively or inductively_how
themes are idenitfied or conclusions drawn._and how recommendaiions are formulaied where
appropriale.

Performance Measure:

FA-bl: The IME will measure the number and percent of claims that are
reimbursed according o the lowa Administrative Code approved raie
methodology for waiver services provided. Numerator = # of reviewed clalms paid
using IME-~approved rate methodologies;, Dencminator — # of reviewed paid
claims,

Prata Source (Seiect one):
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Financial records (inchuding expenditures)
I'Other’ is selected, specify:
The DW Unit query pulls paid claims data for all seven of the BCBS waivers.

Responsible Party for Freguency of data Sampling Approach
daia - collection/generation (check each thar appiies):
collection/eeneration (check each thai applies):
(check each that applies):
.. State Medicaid . Weekly ¢ 100% Review
Agency
Operating Agency | . Monthly " Less than 100%
Review
T Sub-State Entity 7 Quarterly . BRepresenpiafive
Sample
Confidence
ntervai =
| Other T Anpualty T Stratified
Specify: ‘ ' Dieseribe
Contracted Enuty . Group, |
7 Continuously and T Orther
Ongoing Specify:
— Cether
SPECHY:

Brata Aggregafion and Apalysis:

Respaonsible Party for data Freguency of data aggrecation and
ageregation and analysis (cheok each | apabysisicheck each thar appliesi
that applies):

| « State Medicaid Agency T Weekly
‘; " Orperating Agency " Montnly
" Sub-Siate Entity o Quarterly
T Gther - Anpualky
Specify:

7 Continvousty and Orgoing

" Oither
Specify:
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Responsible Party for data
aggregation and analvsis (check each
that applies):

Freguency of data ageregation and
apalysis(check each that applies):

Performance Measure:

FA-bZ: The IME will measure the number of capitation pavments to the MiCOs
that are made in accordance with the CMS approved actuarially sound rate
methodology. Numerator: # of Capitation payments made to the MCOs af the
approved rates through the CMS cerfified MMIS. Denominator: # of capitation
paymeris made through the CMS certified MMIS.

Data Source {Select one}):

Financia! records (including expenditures}
I 'Other’ 1s selected, specify:

MRS

Respousible Party for
data - .
collection/generation

Freguency of data
coliection/generation
check each thai applies).

 Sampling Approach

{cheek each that applies):

{check each thal applies).

" State Medicaid T Weekly 0% Review
Ageney
" Operating Agency | Monthl  Lesg than 100%
Review
" Sub-State Entity o Quarterly "~ Represeniative i
Sample |
Confidence
fwerval = ..
+ Other T Annrally " Seratified
Specify: Describe !
conracted entity Group:
~ Contipuousky and Gther
Orgoing Specify

Prata Avgrecation and Anabvsis:

Responsible Party for data
aggrecation and apalvsis (check each
that applies):

Frequency of data aggregation and
analysisicheck each that applies):
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Responsibie Party for data Freguency of dalz aggregation and
aggregation and analysis (check each | amalbysisicheck each that applies):
that applies):
o Gtate Medicaid Agency . Weekdy
Operating Agency " Monthly
~ Sub-State Entity nt Quarterhy
Crther T Anpually

77 Continueusly and Ongolg

Other

Specify:

ii. If applicable, in the texthox below provide any necessary additional information on the straiegies empioved by
the State to discoverfidentifv probiems/issues within the waiver program, incindimg frequency and pariies
responsible.

The Program Integrity unit samples provider claims each guarier for quality. These claims are cross-walked
with service documeniation fo determine the percentage of ervor assoctated with coding and
documentation. This data is reported on & quarter]y basis.

MO claims data 1s compared to the contractual obligations for MCO timeliness of clear claim

payments, Data is provided o the HCBS staff as well as o the Bureau of Managed Care.

b, Methods for Remediation/Fizing Individual Prebiems
i. Describe the State’s method for addressing individual problems as they are discovered. Include mformation

regarding responsibie parties and GENERAL methods for probiem correction. In addition. provide
information on the methods used by the State to document these items.
When the Program Intsgrine unit discovers sifuations where providers are missing documentation to support
billing or coded meorrectly. monies are recouped aud technical assistance is given 1o prevent future
ocenrrence. Wher the lack of supporting documentation and incorrect coding appears to be pervasive, the
Program Integricy Unit may review additional claims, suspend the provider payments; require screening of all
claims. referral io MFCLU, or provider suspension.

The data gathered from this process is storad iu the Program liegrity racking system and reported w the
state on a gquarterly basis.

If during the review of capuation pavments the IME determines that a capitation was made in error, that
claim is adjusted to create a corrected pavinent.

ii. Remediation Data Aggregation
Remediation-relaied Data Agoregation and Analysis {including trend identification)

Responsibie Party(check each thar applies): Fre%wmfﬁiﬁfiff i:;?ig;ﬁ :;_?’d analysis
~ Srate Medicail Agency T Weekly
Operating Agency ~ Monthly
Sub-State Entity w Quarterky E
| Cther " Annuzlly !
| |
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Freguency of data aggregation and analysis

s ible Party/check each that appiies): . -
Responsible Party(c hat applies {check each that applies):

Specify:

Continuousky and Ongoing

Other
Specify:

¢, Timelines
When the State does not kave ali elements of the Quality Improvement Strategy in place, provide timelimes to design
methods for discovery and remediation related o the assurance of Financial Accountability thar are currently non-
operational.
& No
© Yes
Picase provide & detailed swategy for assuring Financial Accountability. the specific rimehine for impiementing
wentified sraisgies, and the parties responsible for it operation.

Appendix b Fipanceal Accountability
-2: Rates, Bitline and Claims (1 of 3

[

a. Rate Determination Metbods. In two pages or less, describe the methods that are employed to establish provider

"""""""""""""""""""" paynuent Taes for walver servives and theentity or entides thar are resporsibie Tor rate deternination. Idicateany 77T
opportunity for public comment in the process. If different methods are emploved for vartous types of services, the
sscription may group services for wiich the same method 1s employed. State laws, regulations, and policies
referenced in the description are available upon reguest to CMS through the Medicaid agency or the operating agency
{if apphcable).

Personal emsrgency response, behavior programming, family counseling and waining, adult dav care, prevocational
service. supported emplovment, respite, specialized medical equipment. home and vehicle modifications and
independent Support Broker and Financial Management Services are reimbursed by fee schedules.

Supported community Iving rates are based on 2 retrospectively hmited prospective raie configured the IME's raie
setring untt i coordmation with the provider.

Respite provided by home health agencies that used the maximum Medicare raie converted {o 2 fifteen-myiure unit.
Consumer Inrected Attendant Care Services (Skilled and Unskiiled) are reimbursed on the basis of the agresment of
the member and the provider,

Providers of case management services shall be reimbursed on the basis of a pavment rate for a 15-minute vnit of
service based on reasonable and proper costs for service provision. The fee will be determined by the department
with advice and consultation from the appropriaie professional group and will reflect the amount of resources
involved 1o service provision.

CCO: Once selectad, the waiver services are entered nfo the participant’s service plan for use m CCO. ISIS will
automatically calculaie 2 monthly “cap amount” and a “budget atnount”™ based on the type and amount of walver
service enfered mro the service plan. The cap amount is used to snsure the participant stays within the program
dollar imits such as the monthly level of care cap. The budget amownt 15 the amount of funds available to the
participant to purchase goods and services to meet the participant’s assessed nesds. The participant is potified by the
service worker, case manager, bealth home coordinator, or community-basad case manager of the initial budget
amount and any change to the monthly budger amount. The participant will use the monthly budget amount to
purchase goods and services 1o meet thelr assessed needs. The participant’s assessed needs are congidered the tvpe
and amount of waiver services that were authorized in the service plan to create the CCO budget. For sxample, if
consumer direcred atiendant care services are authorized in the plan and converted to & CCO budget, the budget must
be used 1o meet CDAC needs that have been assessed as needed by the participant. The participant using CCC 1s
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seli-directing their services, This means they have both budget and employer authority. A participant has the
authority to hire and fire emplovees, establish wages and purchase goods and services to get their needs met. if a
participant s efficient m using the monthly budget ro get all their assessed needs met and there are additional budget
funds remaining, they can use the funds 1o pwrchase additional geods and services in the currsnt month or put the
funds nto a saving account for use in future months.

For ransportation, the rate is fee schedule, providers are paid at the providers raie not w exceed the apper rate limit
ar 441 79.3(2).

Pravocational service rates are fees schedules based on a rate that is contracted with the local county, or in the
absence of a county contvact rate, the provider’s rate not 1o exceed the upper rate limit.

Interim medical monitoring and treatment service rates are a cost based rate for home health aide or nursing services
provided by a home health agency. The lowa Medicaid Enterprise. through the provider auditing and rate setting
unit, is responsible for rate setting.

44] Jowa Admmistrative Code 79.1 sets forth the principles governing reimbursement of providers of medical and
health services. Specificaily, “It]he basis of payment for services rendered by providers of services participating in
the medical assistance program 1s either a system based on the provider’s allowable costs of operation or a fee
schedule. Generally, institutional fypes of providers such as hospitals and nursing facilities are reimbursed on a cost-
related basis, and practitioners such as physicians, dentists, optometrists, and similar providers are reimbursed on the
basis of a fze schedule. Providers of service must accept reimbursement based upon the department’s methodology
without malking any additional charge 1o the member, Remmbursement tvpes are described at 441 lowa
“Adminismative Code 79.1(1}, locared here: http:/rdhs iowa.gov/sitesidefaulv/files/44 1-79 pdf

[ror services and items that are furmished under Part B of Medicare, the fee shall be the lowest charee aliowed under
Medicare. For services and items that are furnished oniy under Medicaid. the fee shall be the lowest charge
determined by the department according to the Medicare reimbursement method described in section 1834(z) of the
Social Securiry Act (42 11.5.C. 1395m), payment for durable medical equipment. Payment for supplies with no
eatablished Medicare fee shall be at the average wholesale price for the item less 10 percent. Pavment for iterms with
no Medicare fee, Medicaid fee, or average wholesale price shall be made ai the manufacturer’s suggested retai] price
25z 13 percent.

Payment for items with e Medicare fee, Medicaid fee, average wholesale price, or manufacturer’s suggesied retail
price shall be made at the dealer’s cost phus 10 percent. The actual invoice for the item from the manufacturer must
be submitted with the clamn. Catalog pages or printouts supplied by the provider are not considered invoices. For

selected medical services, supplies. and equipment, including equipment servicing, that gererally do not vary

significantly v quality from one provider 1o another, the payment shall be the lowest price for which such devices

ars widelv and consistently available m a locality. Payment for used equipment shall not exceed 80 percent of the

purchase allowance. No allowance shall be made for delivery, freight, postage. or other the CDAC and CCO services
ere set m accordance with 441 lowa Admimstrative Code 79 1{1):c.

Faymenrt levels for fee schedule providers of service will be mcreased or decreased upon direction of the Iowa
Legisiature through Madicald appropriations. There 1s no set cycle for the Legislature 1o increase or decrease HOBS
provider rates. The provider rates are established in lowa’s Administrarive Rules. The legislature can direct TME 10
increase or decreased provider rates torough a legislative mandate. If so. then IME changes the fowa Administrative
Pules accordingly. All provider rates are part of Jowa Adminisrative Code and are subject 1o public comment any
tme there is change. This information is on the website as wel! as diswibuted to stakenolders when there is a change,
Rate dsterminaticn mathods are set forth in lowa Administrative Code and subject to the State’s Adminisirative
Procedures Act. which requires a mimimum twenty-day public comment period. A peblic hearing by the state
agency to take comments 1s not required unless at ieast twenty-five persons demand a hearing, though Agency’s
often schedule a public hearing regardiess of the number of comments received. The stafe agency may revise a ruie
In response to CoOMIments recelved bt is uot required to do se. At the time of service plan development, the case
manager shares with the members the rates of the providers, and the member can chose a provider based on their
rates. When a service Is authorized 1n a participant’s comprehensive services plan, the providers of services receive
a Notice of Decision (NOD), which indicaies the participant’s name, provider’s name, service 1o be provided, the
dates of service to be provided, units of service anthorized. and reimbursement rate for the service.

MCO capitation rate development meathodologies are described m the §1915(b) waiver and associated materials. To
estimate the fee-for-service population in Waiver Year 2, the State assumed that the same number of unique
mdividuals would receive services for the watver vear, although the payvment basts will be blended berween fee-for-
service and managed care based on the watver effective date and managed care smplementation date. As such, the
average cOst per unif is iliustrated as a combination of that assumed previously for the fee-for-service population
blended with the applicable portion of the vear at the assumed wapaged care unit cost rates. The cost per unit for
services delivered under managed care were developed as the fee-for-service cost per unit amounts grossed up o
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-efiecrt total capitation payment reimbursement representiog the average LTSS blended capitation rate for the rate
cells. Non-contract providers would be responsible for submitting claims to the MCO. The MCC would then
reimburse the provider at a rate consistent with the MCO’s conmact with the State.

b, Fiow of Billings. Describe the flow of billings for waiver services, specifving whether provider biliings flow directts
from providers to the State's claims pavment systam or whether billings are routed through other intermediary entities,
If billings fow through other intermediary entities, specifv the sotigiey

For fee-for-service members, providers shall submit claims on a monthly basis for waiver services provided to sach
member served by the provider agency. Providers may sabmit manual or electronic claim forms. Electronic claims
must utilize a HIPAA compiiant software, PC-ACE Pre 32, and shall be processed bv the IME Provider Servicas
Unit. Manual claims shall be directed te the lowa Medicaid Enterprise (IME)/Provider Services Unil.

Providers shall submit a claim form that accurately reflects the following: (1) the provider's approved NPT provider
number; (2} the appropriate waiver procedure code(s) that correspond to the waiver services authorized in the ISIS
service pian; and (3 the appropriate waiver service unit(s) and fee that corresponds to the ISIS service nlan.

The IME 1ssues provider payments weekty on each Monday of the month. The MMIS svstem edits nsure thar
payment will not be mace for services thar are not inciuded I an approved ISIS service plan. Anv change 1o T81S
dsta generates a new authorization milestones for the case manager or health home care coordinator. The 18IS
process culminates in a final SIS milesvone that verifies an approved service plan has been entered inio ISIS 1918
date is updated daily into MMIS.

For MCO members, providers bili the managed care entity with whom a member is enrolled n accordance with the
terms of the provider’s contract with the MCO. Providers may not bill Medicaid directly for services provided e
MCO mermbers.

Appendix 1D Financial Acconntability

o

E-Z: Rates, Billing and Claims (2 of 3

CLETiivIng FEDIC EXPeDNAiures (seiecl onel’

¥ Ne. Staie or local government agencies do not certify expenditures for waiver services,

Yes. State or local government agencies directlv expend funds for part or all of the cost of waiver
services and certify their Staie government expenditures (CFE) in Lieu of billing that ameurt to
Medicaid.

Selecr at least one:

Certified Public Ezpendicures (CPE) of State Public Agencies.

Specifv: (a) the State governmment agency or agencies that certife public expenditures for waiver serviceg,
{b) how 1t 15 assured that the CPE is based on the total computable costs for waiver services; and. (¢} how
the State vertfies thar the certified public expendinirss are eligible for Federal financial participation in
accordance with 42 CFR §433.51(b)./Indicaie source of revenue for CPEs i fiem I-d-g.)

7 Certified Public Expenditures ({CPE} of Local Governmen( Agencies,

Specify: (a) the local government agencies thar incur certified public expenditures for waiver services; (b)
how it 1s assured that the CPE is based on total computable costs for warver services; and, (¢) how the State
verifies that the certified pubiic expenditures are eligible for Federal financial participation ip accordance
with 42 CFR §433.51(b}. (indicate source of revesue for CPEx in liem I-4-b.)
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Appendix | Financial Accountability
I-2: Rates, Billing and Claims (3 0f 3)

d. Billing Validation Process. Describe the process for validating provider bitlings to preduce the claim for federal
financial participation, including the mechanism(s) 1o assure that all claims for payment are made onlv: (&) whern the
mdividual was eltgible for Medicaid waiver payment on the date of service: (b) when the service was included m the
participant's approved service plan; and, {¢) the services were provided:

The MMIS systemn edits to make sure that clalm payinents are made only when a member is eligibie for waiver
payments and when the services are included in the service plan. An member 1s eligible for & Medicaid Waiver
payment on the date of service as verified in ISIS. The billing vahidation method includes the date the service was
provided, time of service provision, and name of actual member providing the service. Several entities moniior the
validity of claim pavments: {1) case manager, or health home coordinator ensures that the services were provided by
reviewing paid clamms mformation made availabie to them for each of their merbers through 1S1S; (2) the Towa
Depariment of Human Services Burean of Purchased Services performs financial audits of providers to ensure that
the services were provided; (3) the IME Program Integrity Unit performs a variety of reviews by either random
sample or outlier algorithms.

The WIMIS svstern mcludes svstem edits to ensure that prior fo 1ssuing a capitation pavment o an MCO the member
is eltgible for the waiver program and is enrolied with the MCO. MCOs mus! implement system edits to enswre tha
clamm pavinents are made only when the member is eligible for warver pavments on the date of service. The MCOs
are required to develop and maintam an electromic community-based case management system that capmires and
tracks service delivery against authorized services and providers, The State monitors MCO compliance and svstem
capability through pre-implementation readiness reviews and ongoing menitoring such as a review of sampied
payments ic enswre that services were provided and were inclhuded in the member’s approved plan of care. The
MCOs are also responsible for program ntegrity functions with DHS review and oversight.

‘When inappropriate billings are discovered {(i.c.: overpaymenis determined) the provider is notified m writing of the
gverpayment determination. The provider sither submirts a refund check to the IME or the overpayment is set as a
credit balance within the MMIS, Furure claim payvmenss are then used to reduce and eliminate the credit balance.

Meanwhile, the overpavments are recorded and reported to the siate data warehouse using an end-of-month A/R
reporting process. Any overpavments dstermined during a particular month are reported for that month. Any
scoveries of these overpayments are similarly recorded and reporied to the state data warchouse using the same end-
of-month A/R process and for the month m which the recoveries were made. The dates on which the respective
overpayments occuried and the recoveries made are part of this month-end A/R reporiing. Bureau of Fiscal
Management staff then extracts this reporting from the data warehouse 1o construct the CMS-64 report, the official
accounting report submitted by the Department to CME (the state's clatming mechanism for FFP). The CMS-64
report shows CMS what lowa's net expenditures are for the quarter and 15 used to determine a final claim of federal
funds. The federal-dollar share of any overpaviments not recovered within 12 months of the payment ifself must be
remurned to CMS and this is accomplished through the CMS-64 report as well,

Prevention of member coercion:

The case managers, [T care coordinators, and MCO CCBCMs are responsible for conducting the interdisciplinary
tears for each member and ensuring the unencumbered right of the member o choose the provider for each service
that will mest the member's needs.

The HCBS Unit compietes the lowa Persona! Experience Sirvey 1o a randomn sample of members. A specific survey
question relates fo the members’ abilify t choose thelr providers. Any indication coercion will result in followup
action by the HCBS staff

The IME HCBS Unit observes & random sampie of interdisciplinary tzam (IDT) meetings conductad by MCO
Community Based Managers. This allows the HCBE Unirt to note any member coercion in choice of providers.
HCBS staff then requests the fizal service plan to ensure that the final plan does mclude the services, units and
providers chosen by the member. Any changes and omissions require followup by the HCRS staff for regolution by
the MCO,

As part of the 2617 BOR process, a focused study was conducted regarding Person Ceniered Care Planning
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processes of the MCOs. The EQR vendor conducted onsite visits to review MCO documentation of person centered
care planning (ncluding freedom of choice) for a sample of MCO members to verify that MCOs are maintaining
records of such processes. The results of this study will be provided to the IME 10 Spring 2018, MCQ account
managers will then work with the MCOs to ensure that choice is documented as part of the overall process.

e. Eilling apd Clains Becord Maintesance Reguirement. Records docurnenting the audit trail of adiudicaied claims

{meluding supporting documentation) are mawiamed by the Medicaid agency, the operating agency {if appiicable),
and providers of waiver services for a minimum period of 3 vears as required in 45 CFR §92. 42,

Appendiy 1@ Financial Accountability

I-3: Pavment (1 5f7)
a. Method of pavments — MMES (select one):

 Payments for ali waiver services are made throrgh an approved Medicaid Manasement Information
System (MMIS),

Pavments for some, but not all, waiver services are made through an approved MMIES.

Specify: (&) the waiver services that are not paid throegh an approved MMIS: (b) the process for maicing such
pavinents and the entity that processes pavments; (¢; and how an aadil wail 1s mamtaimed for all staie and federal
funds expended outside the WMIMIS: and, (d) tne basis for the draw of federal funds and claiming of these
expenditures on the CMS-64:

Pavments for walver services are pot made through ap approved MMIS,

Specify: (a) the process by which payments are made and the entity that processes payments; (b} how and
throngh which svstem(s} the paviments are processed: (¢} how an audit trail s maintained for all state and federal

Frarad Al PR SRS S, W a . m ¥ | 1% 4y ] HOR - k| AR g 1L 4 R S £t
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expenditures on the CMS-64.

L Pavments for waiver services are made by a managed care entify or entities. The managed care entity is
paid a monthiv capitated pavment per elicible enroliee through an approved MMIS.

Describe how pavments are made 10 the managed care entity or entities;

Pavments for waiver services for fee-for-service enrollees are made by DHS throueh the MMIS. Capitation
pavmenzs to MCOs are made by the MMIS, The MMIS has recipient ehgibility and MCO assignment
information, When a recipient 15 enrolled i an MCO, this is refiected on his/her eligibility file and monthly
payment flows from the MMIS to the MCO via an 837 transaction. A monthly payment to the MCQ on behalf
of each member for the provision of health services under the contract. Payment i made regardless of whather
the member receives services during the month.

Appendiz i Finarcial Accountability

i-3: Payvment (2 of

b. Brirect payment. In addition to providing that the Medicald agency makes payments directly to providers of waiver
services, payments for watver services are made uiilizing one or more of the foliowing arrangements (selecr ar least

onel:

. The Medicaid agency makes payments directly and does not use a fiscal agent (comprehensive or lbmited)

or & managed care entifty or enfities.

/
i

0/2018
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The Medicaid agency pays providers througk the same fiscal agent used for the rest of the Medicaid

program.
The Medicakd agency pays providers of some or all waiver services through the use of a imited fiscal

agent.

Specify the limited fiscal agent, the waiver services for which the himited fiscal agent makes payment, the
functions that the limited fiscal agent performs m paving watver claims, and the methods by which the Medicaid
agency oversees the operations of the limited fiscal agent:

For payments made by the IME:
Providers are informed about the process for billing Medicaid directly through annual provider training, IME
mformational bulletins, and the IME provider manwal.

en a provider has been enrolled as a Medicaid provader, IME Provider Services mails the provider an
enroltment packet that includes how the provider can bill Medicaid directly. The Provider billing manual is alseo
available on the lowa DS website at: hittp://dhs jowa.gov/policy-manuals/medicaid-provider.

Prowiders through the CCO program are issued insructions on billing through the FMS. MMIS will not allow
paviment for services authorized through CCO.

IME exercises oversight of the fiscal agent through both the IS!S system and through our Core Unit,

For pavinents made by the MCQ:

For MCO enrollese, for the self-direction option of the waivers, payvments will be made to 2 financial
management service, which will be designated by the state as an organized healtheare delivery svsiem 10 make
payments to the eniities providing support and goods for members that self-direct. The financial management
seyvice must meet provider qualifications established by the state and pass a readiness review approved by the
state and be enrolled as a Medicald provider with the state. The state will also oversee the operations of the
financial management service by provide periodical audits.

IME exercises oversight of the fiscal agent through both the ISIS svstem and through our Core Unit. The IME
Coreunitperforme s-myriad-of functions{or the-lowa Medicaid Emerpriseincludine butnetmited o ——— oo

processing and paying claims, handling mail. and reporiing. This unit also maintains and updates the auiomared
ehgibllity reporting svstem known as ELVS. IME has regularly scheduled meetings with Core that has
thresholds of mezasurements they are required {0 meef 1o assure quality.

Providers are paid by 2 managed care entite or enfities for services that are included in the State's

contract with the eniity.

Specify how providers are paid for the services (if any) not incloded 1n the State's conmract with managed care
entities.

N/

Appendix [ Financial Accountabifity

-3 Payvment (3 of 7)

e, Sepplemental or Enbanced Pavments. Section 1902{a)(30) requires thal pavments for services be consistent with
efficiency, economy. and quality of care. Section 1903{a)} 1} provides for Federal financial participation to States for
expenditures for services under an approved State plan/warver. Specifyv whether supplemental or enhanced paviments
are made. Select one: :

% Me. The State does not make supplemental or enbanced pavments for waiver services.

Yes, The State makes supplemental or enbanced payments for waiver serviees.

Describe: (a) the nature of the supplemental or enhanced pavments thai are made and the waiver services for
which these pavments are made; (b) the types of providers to which such payments are made; {c) the source of
the non-Federal share of the supplemental or enhanced pavment; and, (d) whether providers eligibie to receive
the supplemental or enhanced payment retain 100% of the total computable expenditure claimed by the State 10
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CMS. Upon request, the State wili furnish CMS with detailed information about the iotal amount of
suppiemental or enhanced payments to each provider type in the waiver,

4

Appendix I Financial Accountability

E-3: Pavment (4 of 7)

d. Payments to State or Local Government Providers. Specifvy whether Staie or local govermment providers receive
o 4 E < £
paviment for the provision of waiver services.

No. State or local government providers do not receive payment for waiver services. Do not complete Jtem
I-5-e.

¥ Ves. State or local government providers receive pavinent for waiver services. Compleie Item I-3-e.

Specify the tvpes of Stare or ocal government providers that receive payment for waiver services and the
services that the State or local govermment providers furnist:

The two State Resource Centers (Woodward and Glenwood) ave the only Two state agencies thal provide

commurity based services on the Intsflectal Disabilines waiver, They provide Supparesd Community Living,
Suppored Emploviment and respite services.

Appendix b Finapcial Accountability

-3 Pavment (Sof T)
e, Amownt of Pavinent fo State or Local Government Providers.

Specify whether any State or local govermnment provider recejves pavments (inctuding regular and any supplemental

payments) that in the aggregate exceed its reasonable costs of providing waiver services and, if so. whether and how
the State recoups the excess and returns the Federal share of the excess to CMS on the guarterly expenditare report.
Select one:

‘& The amount paid to State or local government providers is the same as the amount paid to private
providers of the same service,

- The amount paid 1o State or local government providers differs from the amount paid to privaie
providers of the same service. No public provider receives payments that in the aggregate exceed jts
reasopable costs of providing waiver services.

The amount paid to State or local gevernment providers differs from the amownt paid w private
provigers of the same service. When a State or local government provider receives pavments
(including regular and any supplemental pavments) that in the agerecate excead the cost of waiver
services, the State recoups the excess and returns the federal share of the excess to CMS on the
guarterly expenditure report.

Describe the recoupment process:

Appendix §: Financial Accountabilivy
E-3: Pavment (6 of 7}

f. Provider Retention of Payments. Section 1903(a) 1) provides that Federal matching funds are only available for
expenditures made by states for services under the approved walver. Selecr one:
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Providers receive and retain 160 percent of the amount claimed to CMS for waiver services.

& Providers are paid by a managed care entity {or entities) that is paid s monthly capitaied payment.
Specify whether the monthiy capitated payment to managed care entities is reduced or retumed in part to the
[a g
otaie.

For fee-for-service enrollees. providers receive and retain 100% of the amount claimed to CMS for waiver

services. The pavment to capitated MCOs 15 reduced by a performance withhold amount as outlined in the

comracts between DHS and the MCOs. The MCOs are eligible to receive some or all of the withheld funds
based on the MC(’s performance in the areas outlined in the contract between PDHS and the MCQs,

Appendix [ Financial Accountability

F-3: Pavment (7T of 7)
#. Additionpal Payvment Arrangements
L Voluntary Reassignment of Pavments 1o 3 Governmental Agency. Select one:
# Ne. The State does not provide that providers rway volentarily reassign thejr risht w direct
pavments to & governmental agency.

Yes. Providers mayv voluniarily reassige their right to direct pavimeents o 8 povernmests;
agency as provided w42 CFR §447.10(e).

Specify the governmental agency (or agencies) to which rsassignmesnt may be made.

it. Qrganized Health Care Belivery Svstem. Select one:

No. The State dees not employ Organized Health Care Delivery System (OHCDS)
arrangements under the provisions of 42 CFR §447.10.

# YVes. The waiver provides for the use of Organized Health Care Delivery System
arrapgements under the provisions of 47 CFR §447.14¢,

Specify the followimng: (a) the entities that are dssignared as an OHCDS and how these entities qualify for
iesignation as an OHCDS; (b} the precedures for direct provider enrollment when a provider does not
voluntarily agree to contract with s designated OHCDS, (¢} the mathod(s) for assuring that participants
have free choice of qualified providers when an OHCDS arrangement 1s emploved, including the
selection of providers not affiliated with the OHCDE, (d} the meathod(s) for assuring that providers thar
furnish services under contract with an OHCDS meet applicable provider qualifications under the waiver;
{(2) how 1t is assured that OGHCDS contracts with providers mest applicable requirements; and, (f) how
financial accountability ts assured when an OBCDS arrangement is used:

Enrolled Medicaid providers can choose to subcontract ¢ ner-enyolied providers for the provision of
Home and Vehicle Modifications and Assistive Dievices. The authorization for the service and the
Medicaid pavment for the authorized service Is made fo the enrolled Medicaid provider that would then
forward pavment to the subcontractor in accordance with thelr contract.

Any subcontractor who 15 qualified 1o enroll with lowa Medicaid is encouraged te do so. No provider is
denied Medicaid envoliment for those services that they are qualified fo provide. Waiver providers are
not required to contract with an OHCDS in order to finmish services to members.

When the case manager, health home coordinaior or communiry-based case manager has assessed the
need for any waiver service, the member 15 offered the full choice of available providers. The member
has the right to choese from the available providers; the list of providers is available through the case
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manager, health home coordinator or community-based case manager, and 15 also available through the
IME and MCO websites. In accordance with the lowa Administrative Code, all subcontractors must
meet the same criteria guidelines as enrolled providers and the contracting enrolled provider mast
confirm that all criteria is mat.

The Financial Management Services entities are designated as an QHCDS ag long as they meet provider
qualifications as specified i C-3. lowa Medicaid Enterprise (the state Medicaid agency) execuies a
provider agreement with the OHCDS providers and MCOs contract with an IME enroliad Financial
Management Services solution. The Financial Management Services provided by the OHCDS 1s
voluntary and an alternative billing and access is provided to both warver members and providers.
Members have free choice of providers both withun the OHCDS and external to these providers.
Providers may use the aliernative certification and billing process developed by the lowa Medicaid
Enterprise. Members are given this mformation during their service plan development. Providers are
given this information by the OHCDS. The Designated OHCDS reviews and cerfifies thar established
provider aualifications have been met for each mdividual or vendor recesving Madicaid remmnbursement.
Annually each provider will be recertified as & gualified provider.

Emplover/emplovee agreements and timesheets document the services provided if waiver members elex
to hire and manage their own workers. The purchase of goods and services 15 documeniad through
receipte and/or invaices. For cach purchase for fee-for-service members, Medicaid funding from the'
WERALS fo the provider of the service ts accurately and appropriately racked through the use of lowz's
ISIS sysiem. Financial oversight and monitoring of the OHCDS it administered by the lowa Medicaid
Enterprise through an mitial readiness review to determine capacity o perform the walver services and
throughout the vear using a reporting svstem, random case {iie studies and the regular Meadicaid audit
process. MCOs are contractualiv required 1o develop & system to track all OHCDS Financial
Management Services. which is subject to DHE review and approval Further, the MCOs maintain
financial oversight and menitoring with ongoing review and authority retained by DELS,

A provider must enroli with Medicaid prior to being eligible to envoll with 2 managed care
organization. Thev are nol required 1o contract with a MCC as this is a provider/MCO contractual
arrangementi. However, Madicaid will notify the MCO of all providers eligible 10 provide services.

Each MCO has different svstems that maintains authorized service plans. Mapy of the services are prior
authorized and claims are adjudicated agamst the authorizasions.

til. Contracts with MOCOs, PIEHPs or PAHPs. Select one:

The State does not contract with MCGOs, PIBPs or PAHP« for the prevision of walver services,

The State contracts with 2 Managed Care Organization(s) (MCOs) and/or prepaid inpatient bealth
ptands) (PP} or prepaid ambulatory health plan(s) (PAHP) under the provisions of §1915(a)(1) of
the Act for the delivery of waiver and otber services. Parficipants may voluntarily elect to recefve
waiver and ofher services through snch MCOs or prepaid health plans. Contracis with these health
plans are or file at the State Medicaid agency,

Describe; {a) the MCOs and/or health plans thar furnish services under the provisions of §1915(a) 1); (b)
the esographic areas served by these plans; (¢) the waiver and other services furnished by these plans;
and. {d) how paviments ate made to the health plans.

% Thic waiver ks 2 part of a concurrent §1915(b ) § 191 3(c) waiver, Participants are required to obtain
watver and other services through & MCU and/or prepaid inpatient bealth plan (PIFP)} or a
prepaid ambulatory health plar (PAHP). The §1915(b) waiver specifies the types of bealth plans
that are used and bow payvments to these plans are made.

This watver is 2 part of a copeurrent J1115/21915(c) watver. Participants are required to obtain
waiver and other services through 2 MCO and/or prepaid inpatient health plan (PIHP) or a
prepaid ambutatory health plan (PAHP). The 51115 waiver specifies the tvpes of health plans that
are used and how payments to these plans are made.
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Appendix I: Finapcial Accountability
i-4: Mop-Federal Matehing Funds (1 of 3)

z, State Level Source(s) of the Non-Federal Share of Computable Waiver Costs. Specify the Staie source or sources
of the non-federal share of computable walver costs. Seleci af least one:

« Appropriafion of State Tax Revenues to the State Medicaid agencey
T Appropriation of State Tax Revepues o a State Agency other thanr the Medicaid Agency.

I the source of the non-federal share 1s appropriations to another state agency (or agencies), specify: {a) the Staie
entity or agency receiving appropriated fimds and (b) the mechanism that s used to transfer the funds w the
Medicaid Agency or Fiscal Agent. such a¢ an Intergovermmental Transfer (JGT), including any maiching
arrangement, and/or, indicate if the funde are directly expended by State agencies as CPEs, as indicaied in Hem

I-2-c:

- Other State Level Source(s) of Fungds.

Specify: () the source and nature of funds: (b) the entity or agency that recetves the funds; and. (¢} the
echantsm that ts used to wransfer the funds to the Medicaid Agency or Fisca! Avent such as an
intergovernmental Transfer GGT). Including any matching arrangement. and/or, indicaze if funds are directly
xpended by State agencies as CPEs. as mdicated m Hem -2~

Appendiy I Fipancig! Accouptability

) N i 7?&5%;.;:”\”}? '_]?&{Eij-‘f:.fw»ﬁwz% Trd ?&:Ti:; W TN BN e L]
b. Lecal Government or Other Scurceis) of the Non-Federal Share of Computable Waiver Coste. Specify the
source or sources of the non-federal shave of computable waiver costs that are not from state sources. Select One:

¥ Not Applicable. There are no ocal government level sources of funds utilized as the non-federal share.

- Applicable
Check each thar applies:
. Appropriation of Local Government Revenues.

Specify: (a) the local government entity or enfities thar have the authority to levy taxes or other revenues;
() the sourcels) of revenue; and, {c) the mechanism that is used to transfer the funds to the Medicaid
Ageney or Fiscal Agent, such as an Intergovernmental Transfer (iGT), including any matching arrangement
(mdicate apy infervening entities In the transfer process), and/or, indicate If funds are directly expended by
local government agencies as CPEs, as specified m Iem I-2-¢

Other Local Government Level Source(s) of Funds.

Specify: (a} the source of funds: (b} the local govermnment entity or agency receiving funds; and, (¢) the
mechanism that 1s used to transfer the funds to the State Medicald Agency or Fiscal Agent. such as an
imergovernmental Transfer (IGT), meluding any matching arrangement, and/or, indicate 1f funds are
directly expended by local government agencies as CPEs, as specified in tem |-2-¢
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Appendix I Financial Accountability
I-4: Nen-Federal Matching Funds (3 of 3)

c. Imformation Copcerning Certain Sources of Fends. indicate whether any of the funds listed in Hems I-4-a or I-4-b
that make up the non-federal share of compurable waiver costs come from the following sources: {a) heaith care-
related taxes or feeg; (b} provider-related donations; and/or. {¢) federal funds. Selecs one:

& None of the specified sources of funds contribute to the non-federal share of computable walver costs

The following sonrece(s) are used
Check each thar applies:
" Healih care-related taxes or fees
Provider-related donations

Federza) funds

For each source of funds indicated above, describe ihe source of the funds in detail:

Apperdix I Fipapclal Acconntability

E-5: Exciesion of Medicaid Paviment for Room and Board
2. Services Furnished in Residential Setiings. Seless one:
' No services under this waiver are furnished in residential settings other than the private residence of the
individual.
® As specified in Appendix C, the State furpishes walver services in residential setéings other than the

persopa-home o theindividuak
b, Method for Excluding the Cost of Room and Beard Furnished in Residential Settings. The following describes
the methodology thar the State usas to exclude Medicaid paymen: for room and beoard i residential settings:

As specified i bowa Admimisirative Code, lowe does not reimburse for roem and board costs, except as noted for
providers of out of home respite services. The provider manuals contain instructions for providers o follow when
providing financial information to determine rates, It states that room and board cannot be includged n the cost of
providing services. Most respite payments are based upon fee schedules detailed m the lowa Adminiswasive

Code. That fee schedule hias no aliowance for roem and board charges. Respite provided by 2 home health agency 1s
limited 1o the established Medicare rate.

The exclusion of room and board from reimbursement is ensured by the Provider Cost Audit Unit. When providers
submif cost report documentation and rate setiing changes, the Provider Cost Audit Unit accounts for all Bine ttems
and requests justification for all allocated costs (administrative and othery. If it 1s determined that a provider has
attempied to include room and board expenses is cost audits or rate sefting ¢ocumentation, the provider is instrucied
to make the adjustument and further investigation 1s conducted to determine if previous reimbursement needs to be
recouped by the lowa Medicaid Enterprise.

All providers of watver services are subject to a billing audit completed by the Department of Human Services
Burean of Purchased services.

Amny payment from an MCO 1o residential settings 1s made explicitly for the provision of services as defined by this

waiver and excludes room and board. As part of the ongoing monitoring process of MCOs, the State will ensure that
pavments to residential settings are based solely on service costs,

Appendix I Financial Accountability

b-6: Pavment for Rent and Food Expenses of an Unrelated Live-In Caregiver
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Lo

Reimbursement for the Rent and Food Expenses of an Unretated Live-in Personal Caregiver. Selecr one:

¥ No. The State dees not reimburse for the rent and food expenses of an unrelated live-in personal
caregiver who resides in the same bousehold as the participant.

- Yes, Per 42 CFR §441.310(a)(2 )11}, the State will claim FFP for the additional costs of rent and food
that can be reasonably atiributed to ap uprelated live-ip persenal caregiver who resides i the same
beuschold as the waiver participagt, The State describes ks coverage of Iive-in caregiver in Appendiz
C-3 and the costs atiribotable to rent and foed for the live-in caregiver are refiected separaiely in the
computation of factor I} {eost of waiver services) in Appendix . FFP for rent and food for 2 hve-in
caregiver will not be claimed when the participant fives in the caregiver's home or in 2 residence that is
owned or leased by the provider of Medicaid services.

The following is ar expianation of: {a) the method used to apnortion the addinonal costs of rem and food
atriburable ic the unrelaied live-in personal caregiver that are meurred by the individual served on the waiver and
(b} the method used o reimburse these costs:

Amnpendix It Financial Accountahility

i-7: Participant Co-Pavments for Waiver Services and Other Cost Sharing (1 of

5}
2. Co-Payment Reguirements. Specify whether the State imposes z co-payioent or similar charge upon waiver
participants for watver services. These charges are calculated per service and have the effect of reducing the total

computable claim Tor federal fimancial participation. Selecr one:

% MNo. The Staie does not impese a co-paviment or similar charge upon participants for waiver services,

Yes The Statr imposes 7 co-pavment or similar charge npor partcipants (o one or more walver servives

i. Co-Pay Arrangement.

Specify the tvpes of co-pay arrangements thar are impesed on warver participants (check each thai
anpplies):

Charges Associated with the Provision of Waiver Services (if anv are checked. compleie liems [-7-g-1i
through 1-7-c-ivj:

N Nomina! deduetibie

" Coinsuranee

_ Other charge

Specifin

Appendiz I Finapcial Accountabibty

&

i-7: Participant Co-Pavments for Walver Services and Other Cost Sharing (0 of
s

it

2. Co-Payvmeni Requirements,

ii. Parficipants Subjeet to Co-pay Charges for Waiver Services,
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Answers provided in Appendix [-7-a indicate that vou 4o not peed to complete this section.

Appendix It Financial Accountability

[-7: Partcipant Co-Payments for Walver Services and Other Cost Sharing (3 of

a. Co-Pavment Reguirements,

fil. Amount of Co-Pay Charges for Waiver Services,

Apswers provided v Appendiz §-7-a indicate that vou do not need W complete this section.

Appendix I Finapcial Accountability

I-7: Participant Co-Pavments for Waiver Services and Other Cost Sharing (4 of
i

W

i Co-Payvment Reguirements,

v, Comulative Madimwuem Charges

Answers provided i Appendis ]-7-2 indicate that you do pot peed o compiete this section,

Appendix I Fipancial Acconntability

E-7: Participant Co-Pavments for Waiver Services and Other Cost Sharing (5 of
=

b. Other State Reqguirement for Cost Sharing. Specify whether the State impeses 2 premivm. envoflment fee or
similar cost sharing on waiver participants. Sefecf one:

“# Mg, The State does not impose a premium, enroliment fee. or similar cost-sharing arrangement on
waiver participants.

Yes. The State imposes 2 premium, enroliment fee or similar cosé-sharing arrangement,

Drescribe i detall the cost sharing arrangement, incloding: (2 the type of cost sharing (e.g., premium, enroliment
fe2); (b) the amount of charge and bow the amount of the charge is refatsd to total gross family income: (o) the
groups of parficipants subisct to cost-sharing and the groups who are exciuded: and, (d) the mechanisms for the
colisction of cost-sharing and reporting the amount collected on the CMS 64:
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